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1) I h€reby confirm hat all delails in this Fom are True to the best ol my knowledge. Any false slate ent wlll render my Application & ongdng a$sistance, if any,

liabls for r€jec{ioo,/cancellation.
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it ,"oir"a fom Koshika Foundation, will be us€d only for th€ ^purpose', as stated in this Form. for which such asslstanca
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3) I heroby coofirm hat I have not & w not in luture, avail of r€imburgement, in part or in full, tom any other source/employer/insurancg company' of rle a

for which this assisiancs is requested.
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Ior which assistancl is being requested.

2) I (Appticant) fu.ther agree that any such use of my name, address, photo & delails ol the 'purposo', for which such assislance is requested/granted'

will not automatically entitte me ror receivtii or titinuing th" 
"rio """istance. 

The decision for granting and/or continuing the assistanc€ will resl solely

with tho Trustees of Koshika Foundation, a;d their decision is this rega.d will be final and accoptabh to me'
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By affixing hereundgr, signatute of our Authotised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept lollowing
1)that wo neither are presently nor will in future avail of financial assistancl from another NGO or 9ny other source. for tho same patienucasg, as wa are

requesting to get from Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundation . lf the requested assistance is not granted

by Koshika Foundallon, in patt or in full, then the Hospita I reserves it's right to make uP the shortfall from another NGO or any other source. This

confirmation essen tially states that the Hospital will not avail any dupl icale assislance lor the sam€ Pa tienucase from any other NGO or any other source

2)The assistance from Koshika Foundation is only financial in nature The choice of the reatmenuprocedure advised/conducted by the Hospital on the

patient . is based on the anangemsnt betwoen lhs patrenl & lhe Hospital. aod is in no lvay influ€ncad bY KoEh ika Foundalion. Hence, ths Hospital will

assum e sole & complete responsibility of the treatment & it's outcome & safety ofthe patianl. and Koshika Foundation wili havs no rol€ or rosponsibility

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name. address, photo & details of the 'purpose', for rvhich such assistancs is requested/granted, through any

medium, inc,uding but not limited lo verbal, print, elecfonic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmenl of lhe 'PUrPose'
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